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OMH 234112/94,

COM~L TH OF VIRGINIA
OEPAATMENT Of MENTAL HEALTH. MENTAL RETARDATION A.ND SUBSTA.NCE A.8USE SERViCES

WARRANT

Sections 37.1-78.37.1-126. '6.'.2.6 Code of Virgi~a

Facility

Virgi~ 19 -
COMMONWEAL TH OF VIRGINIA

C~tyICity of to wit:

To Sheriff/Police Department of
City Of Co...'ty of

~. Reg. No.
SSNName of Patient/Aelidlnt

fomlefty confined in the

VirgiM, d"td escape from sled facility on
.

1 9 -or was released on temporary pass or

convalescent leave and said pass Of convalescent leave was revoked by the DW'8CtOf on 19
-

These are. therefore. in the name of the Commonwealth of VirgirVa. to command you forthwith to apprehend the

body of the said arMS deliver ~m"..' into the custody of
Name of Patient/Resident

It ~ned:

Phy sician

Signed:

OirectOt or Designee
PA T1ENT/RESI DENT DESCRIPT1ON:

~. Sex -Age/008 Height Weight _Hair Eyes-

Spec~ physical featIXes'.'dentifying Marb:

D.t8, rlfN, P\8ce Ust Seen:

~ Wt Seen w8alV18:

Special Beh8YioIsM8k FICtOtS (d'8Ct if krM)wnt:

~ Homicidat -V"" Ic.. -Dangerous Medicaj Complications:

AssiStive Dev1ces, i.e., eye glasses, ~ lid, ca'.., etC.

Ust Known AdO'e8I : Present L~tion:

Tel ,

State ~ Notified: Does Patient Speak EnQlish 1

Wanant No: Ves- No

wwrn CaIed k\ ..t: To: ~ Up At: ~
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~EADMISSIO. SCIEEMIMG F~

rhe Pre~ission Screening Form is to be complettd by qu.lifitd prof-ss;0n8ls desitn8ttd by the Community Servjces Bo.rd for

individu811 ~o n.ve been found to ~et crit-ri. for voluntary or involuntary ~ission to. state psychiatric ~ospital. Pltasl

rtfer to th. Guid8lines for Mental Health .nd Subat8nC. Abu8. Pre~ission Scr~i", 8nd Oiscn.rJ8 Planni",. Also itrach t~1

G.riltric Pr.screening Supplement or the Child and Youth PrtSCreenin9 Supplement when indicated.

1. Persawt Dat.

~~
Age DOl

Address

Sex Marital Status

Str"t City or C~ty Stat. Zip-

Phone ( ---) R.lationship to Cli.nt

Cas. "8Ng~t CSI
P-AIS CASEMGT CSI Code [J [J [J [J

Clse ~an8g.-.nt CSI ContlCt

=

II. Clinical Aases888nt: Identify ~.yiors or symptoms indic.ting ment.l i Ilnesl and elaborate in the sp8ce provided

---p8ra~i. ---grandiose ---bizarre ~ayior ---sl-.p disturb8nce ---suicid.1 ideation
---delusions poor self c.re loose aslociations withdrlWn flight of ideas
---disoriented ~ hallucin8tiona : : impaired judgement: : depressed : : pressured speech

.agitated .impeired impulse control. .appetite disturbance. .anxiety. .homicid81 ideation

Precipitating events Ind/or stressor.

Drugs or controlled substances wh i ch are abused by the c I i ent and patter" of abuse
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DOCU88ntatian of 188d for Voluntary MO8pitalizatian: Cheek Ippropr;,te criteria for vol~tlry Qr .~volurtlry

Mospitalization and describe specif;c behaviors .nic" document t"is conclusion in the space prov';~.

A By reason of ~t.l illness or substlnce .buse, the client is dangerous to sel' or :tMers

B By reason of ~t.l illness or substance lbuse. the client is ~able to care for self {i .e.. ~Ible or

refuses to acctpt interventions which would meet minimu8 needs for food, clotM;ng, shelter)

C By reason of ~t.l illness. the client is suffering or is likely to suffer SYbstInti,l deteriorat;~n

in ability to function if not treat~ immed;,tely
O ' The Community Services Board is unable to provide treat~t, continuous supervision, monitoring. or

protection in a community.bas~ treat modality

RE~~ATI~S

B

C

The client is in need of ~ospitalization and is eit~er unwilli", to acctpt voluntary iMpatitnt treltment

or is inclp&ble of m.kint In informed decision regardl", such treatment

T~e client is in need of ~ospitalization Ind is ~illi", to ICCtpt voluntary inpatient treatment and is

capable of m.kl", In informed decision regarding such treatment

The client does not meet cr;ttria for ~ospitllization Ind/or commitment and ~ill be encoura9~ to

participate in comMUnity.blIed services. Services to be offered would include:

IV.

-Yes -NO -UnknoW\

loclti~

L.,.l Oat.

Are there cri.inal charge. pendf", against individual?

Nature of charges.

Oate of he.ri", if knoMn.

[I individual servi", a sentence? ---Ye.

Subject to a court order? ---Yes ---No

N~ of c~i tt.. or guardi 8" if knoMn

No Unk~

N..

v. O..r.'t or Prwi«a Tru~t Mistory

Identify current service providers (i.e. CSI, CSI contractual agency, private provider, etc.) and servic~ and/or
treatment being provided:

Service Provider Services/Treatment Prov;~

, .
2.

3.

Oiagnosis (OSM III) if known o~ pfovisi0n81 diagnosis

Ax i si ~ ~L

Current prescribed medications (include dosage, schedule. etc.)
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(nown allergies or adverse side-effects to medications

HIS client complied with recommended treltment plans?

If no, describe nature of non-complilnce

1es NO

Previous iMPItient treatment (facilities, length of hospitalization)

YI. Tre.t8ent 8nd Disdh.rg8 Pl8nninl

Individu8ls who can assist in treatment and discharge planning (i .e. family, case manager, therapist, family physician,

etc.) .

Phone ,~- Rel.tionship to Client

3,

Inpatient tre8tment recommend8tions and goals

Anticipat8d length of hospitllizltion

Current living sitUltion Rec~-~ living sitUltion on dischlrg.

Services to be considered in planning for di~charge

medi cat ion manageNnt

psychosocial/day treatm.nt
case manag_nt

psychotherapy (individual, family, ~roup)
substance abuse services

mental retardation services
housing/residential services
financial support/entitlements

Other:

adult or child protf<tive services

medical/dental/nutritional services

leg.l assistance/advocacy

transportation

vocational/educational training

efff'loyment services

recreational/social opportunities

nursing home care

~

Identify persons who provided information for this assessment and their relationship to the client

Client's prim8ry therapist or case manager:

Signature at Prescreener Prescreening Agency or Board

DatePr."t Name Here

-.-
Signature of Physician (if a physician is available and the clIent

is under 21 and Medicaid eligIble)

Facility or Agency/Board

Print Name Here H-15J



n.,.eOy aytno'.ize

Signature of Cl ient or his/her Guardian " Oatt

Si 9nature of Wi tness Date

C~eck t~e followi~g if applicable

.T~e client or authorized representative refuses to 9ive consent for t~e exchange of information descrIbed above

T~e client is unable to 9ive inform.d consent for the exchange of information described above.

The judge will be requested to order the exchange of information described above.

The client or authorized representative has been inform.d that information can be exchanged under cour~ or~er

-.or Section 37.1-98.2

~
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OMM FOI'm 'ooe.e 1'1'7
~~ by ~ A~ a..8&

COMMONWEALTH OF VIRGINIA

DEPARTMENT OF MENTAL HEALTH, MENTAL RETARDATION
AND SUBSTANCE ABUSE SERVICES

APPLICATION FOR VOLUNTARY ADMISSION
TO A STATE HOSPITAL OR OTHER FACIUTY IN VIRGINIA

PURSUANT TO SECTION 37.1-67.2, CODE OF VIRGINIA (1950), as AMENDED

TO: The Director
~ name 01 HOIptaI ~ ~ F 8CiiIYt

hereby apply for admission as a~
(Nameof~

voluntary patient for care and treaunent as
(k"IdiCd whid*- is ~cabie. ~ ..M.'..' R8t8rd8d. AJcottQic 0" 0r\Jg Add~

and I agree to hospitalization and treatment in ~ aforementioned facility for 72 hours. unless sooner discharged by the
director. Fu~ermore. I agr" to give the facility 48 hours notice of my desire to leave and to remain in the facility during this

notice period unless sooner discharged by the director.

Signed
P8u.1t

Co-Signed
P8rM « GU8Iai8n. if P8u.It it .minor

The applicant appeared before me this -' day of. '9
and. as reQuired by law. has agreed to accept voluntary admission and treatment at the aforementioned facility under the

above terms and conditions.

~ ~ 5P8Ci8J JuStIC8

(Type or Print) Name

T"rtle

Address

PATIENTS ADMISSION INFORMATION

DATE ADDRESS
Str-. A~ No.

.ZiP COdePoSt Office State

Race

-
City or COYnly

Bir1h Oate Sex

I. the Director or authorized admitting physician. certify that the provisions regarding the rights of a voluntary patient have been
explained and the above named applicant is aecepted as a voluntary patient

Signed
OlreclOf Of Admlnlng Pny$jclan

Date Admitted '9- Hour a.m./p.m.

Register Number
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OMM ,~(~ 11.1}AwO¥ed ~ tr4 Anomey c..".,.,

Cfoo,., ;~ ~ v..-

DePARTMeNT OF MENTAL HEALTH, MeNTAL RETARDATION AND
SUBSTANCE ABUSE SERVICES

PROCEEDINGS FOR CERTIFICAT1~ FOR INVOLUNTARY
ADMISSI~ TO A PUBLIC or PRNATE UCENSED

MENTAL HEALTH FACIUTY

PURSUANT TO §f 31. , -61. , U'1rougn 31' -673. Code of VirgInia (1950). as amended

City
County of

To wIt

PE~

General OI~ Court CIty
To h Judge OC' 5P8CI8I JusOC8 of ". JUYenI18 and Co ~ ReI8ba'II ~ Court of ". CQ,Inty

Qf

In .."81* ~ G.-I ~ ~ ~- -"s.-- -

~ Oa. SexSoc. S«utity No. Permanent Addr-. SI & ~ ~ ~ ..

(.4'( ~ ~ c»c8 s.. .--Zoo ~ .

legIt F-.d8.r- of CountyCity

.~.Iteg8d~b8 ~-c-~ ~..AIC~~~

whO IS now In b care ~ '-- ~ ~-.;;

The ~ ~ alleges ht 1t'I8 100-.. ~ II mefI'*ly III and in need of r'OIpitMU~ In su~ oI1t'I8 all89aoon. h

~~--. --~.. h ~lowlng factS;

O P~lng 8Y81U800f1 na b.-I made and tne repot1 rec')mmendlng tIOSPftaIizaOOf1IS anacl'lec1

w: ~.. your peD~-. prays ht N saId

aslist8nce prOYIded by law.

be ~ .nd ~ SUCh

0-. 19- SIGPEO

Rej8Io8 .~ P8I'IOn Addrea

Pt'Ion8 nl8ftf# If public omc.. gIve ~

The ~ oV j*ki.-r¥. being 016'1 IWQ'n. -~-'=-;::-:~ end ~ d'Iat h st ,ts I8t ~ .,.,. ue and ~ ~ ~ rX hIS
k,- ~ ~ ~

~andswom~~".~tlil .18_-day of

J-IO98. SD8C* ~ ~ ~ ~

Pt'Ion8 NumOerPnnt Name

Con-n.~-, ~ ~ .19- rIle

., 37.1.1 (12) -Leg8I :-~ -;.- ~ VItVitIi8 ~ Illy ~ wfIO ...bona b ,..,t ~ h Com~...' ~ IJkVi"i8.

PAINT ~ TYPE ALL. INFORMATIOO EXCEPT WHERE SIGNATURES ARE REQUIReD.

PRe~ AND SEND TO THE STAT! HOSPfTAL OR OTHER FACIUTY TO WHICH PATIENT IS ADMITTeD.
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~«'.,.,

...~ ~ c::~MIr1M!-

~-= U.-K.;;If.-;;

~

P I ~ -;; 0.. ~ 0.- IkIknown~-.;

~-~

~~~~I-.C;.-'.;S..o: --~ ~- ~

m-'f?~i!'I ~ ~..SQf

~~~.~ "*"-..

~ ~ ~ .,. , of ---=

~...~~ How ,. .X-.:'aI;.-; ~

tW ~ &0-;.- ~ ~-:: ...

,. ;If~-;-.. : ~ -~ Wi-= ~

If ~ .;a~ ~ i.~ ...if ;;.~

,... ~ ,. ~ ~ ~ ...; C8I8?
.,. No U- .:w-- ~

" ~ -,.,. ".. CiW* ~ pr;..- ~

~ ~ .

~ ~

~ ~.~

~~(-~.~

~~-~"..~.

~~.,,~0'~~~ ~--0'~

.~~(-;--:'-~::~::--;? - ~ 1,;-- .;.~
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A. COMMO.-w"IA&.TM M V1AQNA
Cltt
CoIftt~

L f'I8 '"'- ~- ..; ~'";J~-.. 00 0II'Ity MI ~ W8 d8y ~Iy ~ 1'4 .., ~ IfI fI8 ;v. 'i P8I'OI'I ~ .fI8 ~ ot ~
~7.:.-a.-; I-.w ~ ~ » ~18¥8 ,. (I.lit noo ff-'Wt In; '* ,. (do.ldo. noo ~ ., IfMIj~ d8n9.- ~ (?Ijt'-'l~
~ r.i. -~-;-.;#;i un.- ~ ~ .~. ..t8IR ~ ~ iII~ ~ M ,. (do.l~ noo ~ i~\Jn18ty ~~
~, I WII ~ ~ ~ ~ ~ ~ ~ fI8 i~ ~ wf'IOm fI8 ~ " -~ I-.w no in.- i" ~

Sign8ajfW
~
~~~-; d~ --~b8:=c---::-:::-::~:; M~.~-~.~ "-'W'8 ~t37. , ..7.3d..COdedVW9i~
(, ~ ~.lH.ESS ~ ~.~- b8 ~ ..,.. ..-(5} d8Y' ~ Pf.c8dIng ~ ~ and PrOVld8d

no ~-; ~ .,. ~-~ d ---by ..~ M ..~
T'- ~ ~~ d .~ ~ ~ ii ;-~- i ~ ~ ..~ ~ ." .,. ~.

a 1~..~..~-;.-~~Nd_~,."..,..~~.. _d
f. ,1~-.k..-;;-.'.; '*"d..'..~n-. -,.a.a-._~~-;~,WId ~.;:-~b'.' p7.1... ~ .~. U ana
~ ~ ., ..~ ..'- ~ --.~ ID D. a -a-, -*--Y ~-;.J8(,. ~ ~ -~ -.by ~-. ~ b'
tI8 ~-.x.-~ ~~ ~ ...'- ,., ~~- ...tI8 .~".. ~ ~ ~ "' ~ ~ WId ..r;grw ~ .,ury on ~. ,
'*' ~ ~~- .,.; .'- ..,-~-~ -.~ by ~

O.~
C A~ ;~-.~_~-"~~1~.
C A~~_~
O A~~M~:.-~,~~.~;x;,-;~ ;

O -~-.~~---d~; l8,-..

O ~~--IQ.-~
Judge ~ ~ Ju.~

T1Ie

c. 1..'- ~ ..~...I8w. --.~ b'.. ~ n8nIM ., t'8 :v ~ '* I ;.~ .~~ ~ ~ -..;;-~
..",~ '* ~ prtor~My ~ my ..-;-~ ;;~ ~-.; C. ~ I ~ .._01118 ~ ~ In ~I\Q
~ .-~~-~ ~ by t'8 juGgI ~ ~ ju8IC8 ~ ~ 118 :v ~.

Cou"..

AOd,-.

:-.; ~ awan ~ ~ me ~ day ~ .1.

JI.Idg8 or ~ Ju8IIC8

~,-

D. (E8Q8~I~~_~)
I".. .., ~ , '*'* ., 118 :; « 118 ..,., ~ IUCf\ ~ ~- ~ .'."ng 0tI d'Ie Q~ ~ lIt.
.x;.-;~. ..~ ~ tI8d «I ..d8y ~ 11 .nd d'Ie
".*-" ;88i. ~ 8j. -;- .-;- ..w. ~

-
, ~ -~-.;.- ..;;

,... ~ ~.

.
~-..o;..

:: ~ .~..;;.-.;.-.;;

Judf8 « 8P8CIII ~

TIlt
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CERT1F1CAT1ON AIC ORDD ~ IIWI.'*TMY .4r;~1ON

TO A PU8JC ~ LIC~ ~TI ~

COMMQM'EAI,.TH ~ VIRGINIA

CIy,

~d

To h ~ ~ oaw lU~ed omc. of said county ~ city and ~ h ~ ~

G.~~
WHEREAS, ~~~~~

~ d, b I8d ~ Q' ~ have ~ ~ lIe P8'D'\ ~ ., h fw oW ~ .~ ~ ~ ., ~ d, ~ n b' -.t in

.;-~'i8:.n ~;; ;.-;.: ..",0dc8 ~-=~-..n ;d8* ~ ~adl~~ 8Id and t'Iw ~i8

day b.-'Id '* ..~ ~ W1.. ~ ~-,;

a ,. Pr~-;W.'~...~-~cI8ng.-~~..'-..d~~
a 2. P.~-;W ., ~...~-~ cI8ng.- ~ ~ ..,-.. d ~ .-.
a 3. ...S ~ ~ ~ M ~ ~ " 1. ~ M ~-.. ~ .~ a ~

F\II -;- ..." ~ e: ( ~ ~ and C(io , ~

O A. TM~-.-~..»~i~~~~.~ ~.;...;'-;.II-;I-I~~-.~~'~~~ .~~ --.,~»~,,~~~ ~ .~-;_.II\ ..~ L ; ~~ , ~..a ~

~ ; ~ KC«d ~ ..;-.; ~

O a Tt'8 ~~ ~ ~ ':C-:::-'iO8"~ ~ ; ;;-g.-d ~ ...~ ~ -~ , ,... bn ..t... .~ '-
;w.-~~ a;;; :;; ~ ~ ::~--'~~~=-ii ~ .~~ ; ., ..~

l ; ~-.. .x ~..; ~ ..8d ~ ~ ~u ~ « ~ ~ ~ ~ ~~-; b' ..~ -~ ~ ~ ..
~ '*'* WI ..:v -.vc p8I'Ion ~ ~ ~ ~ ~ ~ ..~ ~

b' ~ X_I~=-. ~ ra to
~

p~ 1~d8yI~..~ ~ " ~.w;,-; ~ ~to H371-ee~37.'.70.~ '~ ~.-~~ ..~

,...". ., ..~~~~ ~ ~ ..,..~,.-c8(i

l'~ ~ my "-1d end end ~ -0.., d

~

~

T*
Type
~

Pm
~
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4.1992 16 13410F",)PI
p. :

,.. , ..-
Part , of 3

DISCHAROI PLAN AND REFERRAL SUMMARY
(To be Compl.ttd .t Time of Dllchlrglt

-In8uren Ai .HO8pltAdmitting CSB ce, y~ Benefltl -.1 No.

OJICh.rge csa -

-

Ag.

Patl.nt'1 Full Nlme
SSN
Oate of Adml..lon
Oate of OlIChIrgt
N.m. .nd Addr8.. of Corr..pondent

Phone -

~

r Patl8nt'a DiIChlrg. Addreaa

Phone -
Type of Placement/FaclIItv ~

Reald.ntlll Placement Code (Aef.r to AAS Realdentl.' Placem.nt Cod88)

~

A.ferral to CSB Mental Health ServlC8.? Yet No If No, Why1

Phone
Oate end Time of Appointment ~ Appointment With (Nlme of CMHC PerlOnnel)

Appointment Confirmed by (N.me of Holpltal Pertonnelt -Dlte
Other Sch.duled Aeferrlla (Include Agency, Date, Time, N.me of PerlOnnel)

---

Other Recommendltlonl/'nformltlon

--~- -
SIGned Authorlzltlon(l) to Relel18 Information: _Ye. ~No

~

Ollchlrge DIignolll:

Condition:

AxI.1
AxI.11
Axl. III -
Axl. IV -
Axl. V .R,coylr8d ..Not Recoyered, Improyed

Unlmproyed -N~t Ment.llv III
Medication .t Ol.charg. (Tvpe. 8nd RI9Im.n) ,

Supply GIven: -08Y8 Ph.rmecy C.rd Milled (Oat.)
SpecIal In8truction I Other A8cOmmend.tlon81Inform.tion

Date-

M.D. Signature
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19.14.1992 161~.. p
F R ,)1"'

pin 2 of S

(P.Qt ,)
COMMUNITY 8ERV1C1 AND SUPPORT NEEDS

(To Be Completed It TIm. of DItct\ItoI)
/

HOIPlt8' No.

OiICh.rge CSB
P8tl.nt'1 Full N8m.
D8t. of Dllcherge
N.me end Addrall of CSB Cat. M.n.ger

Phone

~

In the d8ajgneted Ipecea In the columnl below, plee.. Indicate tho.. community ..rvlcel end .UpportlJ
which ere (I) need Id by the patient upon dIIChlr;., end (b) evll,abl. to the petlent In th. community"
If need8d. AI80 indlcat8 (c) whether the pItJ.nt et dllChIrg. Ii willIng to u.. th. ..rvlcel needed end
(d) whether the patient. If willing, 11.0 hal the mien. and/or capability to .Cce18 and utlllz. th. ..rvlce.
ne8ded. L88tly, Indlclte (.) If. referr.1 or Ippllc.tlon h.8 be.n Inltl.tld for the ..rvICI needed.

Plea.. enter M'M If yet and .2.. If no, In the corr.lpondlng IPaC88 ..appropriat..

Servlc.. Patient Need8 at DIICharoe ,

(1) (b. (0) (d. I..
Wllllna Clplble ".."tel

Need8 Avel..b'- To U.. Of UtI"' tnltflt8d

~

--

~~

~

---
~

~~~~~~

-

~~~

'-

~~

-

----

~

CSB Core S.rvlce.

Emerg.nQy/Crt8i. Interv.ntlon
Inp.tlent Mentll Heelth Care
Outpettent ServlC88

Coun..llng/P8Ychoth.r.py
C8.. M.n.gem.nt
Medlc.tlon

Day Support ServlC88
D.y Tre8tment/p.rtl.1 Ho.p.
P8Ycho.ocfel Rehlbllltltlon
Other:

Ae.ld.nt.1 Servlc..
Typ.: -

Other C8B S.rvlc..
Ment.1 Aet.rd.tfon Service.
Sub8t.nce Abu.. Service.

Non-CS8 S8fVlcel

FlnInclll/Soc. 8ervlC88 Entltfementl
SSI/SSD'
Auxllllry Qr.nt
Food StImPI
M~lc.ld/Medlc.re
Other:

M~ICII
Oental
Oth.f' R.8fd.nt'.1

Type: -
VocItion.I/EduCItlon

Type: --
N utrttlonll

TVp.: ~ ~
Tr8n.port.tlon
Legll/Advoc.cy

- .

~~
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P. .
\I-V

Part 2 of 3

(Plg.2)

COMMUNITY SERVICE AND SUPPORT NEEDS (Contlnutd)

Pltl.nf8 Full Nlm. Holpltll No.

D!8ChIrg! PIe"= In th. IpeCI below, de.cribe th. community ..rvlc. Ind 8upport plen8 which hive bee",
inltleted Ind/or compllted to meet the petient'. Idlntlffed need. I. 8hown on Pert 2, Plge 1. Indlcltl
re8pOn81ble provlderl, datel, etc., for ell pllnned ..rvfcel Ind 8UppOrtl, end Itetul of pie". In proce.s.
O.8crlbe plena/ttrltegl.. where epproprletl to facilitete ..rvlce delivery to petient. where patllnt I.
unwilling or unebl. to acC881 18rvlcel.

O.te--
SlgnIture/Authortzation for FacilIty

Oete--
SlgnIture/Authorlzatlon for CSB

~

f, the under8igned. hive reviewed .nd u,nd.ratand the arrlngementa and recommendations d"crlbed
In Parts 1 and 2 of this document. , al.o understand that thl. document will b. tranlmitted to the CSB
serving the locality to which I am being discharged.

Dat.
Signatur8/AuthorlzItlon of P.tl8nt

, ~ TI'::.tf H-162


